Wisconsin Perinatal

Health Inequities JULY 2022 O

INEQUITIES BY THE NUMBERS

In Wisconsin, pregnancy-related infant and maternal Wisconsin Low Birthweight Percentages
deaths and complications disproportionately affect Shaded areas surrounding lines indicate 95% confidence intervals.
women of color. Improving accessibility and afford
ability of care, ensuring continuous quality care,
and challenging the ways that systemic oppression
influences health factors and outcomes is essential
to closing perinatal inequities in our state.
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Significantly Higher Rates of Low
Birthweight Among Babies Born
to Black Women
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PERCENTAGE LOW BIRTHWEIGHT (<2500G)

The percentage of babies born at a low birthweight e

(less than 5 pounds, 8 ounces) has remained relative-

ly static or increased for all infants from 2016-2020.

However, it is clear the percentage of babies born T T T T
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to Black women at low birthweights is significantly

higher than that of babies born to any other race. We RACE

know this because the 95% confidence interval for | Bl | A kA I +iseanic [ Laornmona [ wHe
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the average low birthweight percentage of babies NATIVE

born to Black women does not intersect with the con- Source: WISH (2016-2020), Low Birthweight Module, Wisconsin DHS.

fidence intervals of other groups’ averages. In 2020,
16.8% of babies born to Black women in Wisconsin
were born at a low birthweight.!

Black Infant Mortality Rate in Wisconsin Exceeds National Average

Nationwide, black infant mortality is 2X the national rate. In
Wisconsin, the gap is greater: babies born to Black women die at
a rate more than 3X higher than babies born to White women.
This is significantly higher than the national average infant mor-
tality rate for babies born to Black women.*

Wisconsin Infant Mortality Rates
(2016-2020 5-year Average)
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The COVID-19 pandemic
iﬁ;ﬁ‘éﬁﬁﬁ:ﬁ@ﬁﬁ[‘ RATE widened racial disparities
in infant mortality rate; the
rate for Black and Hispanic
—— 2020 wisconsiNraeso  Women was higher than
777 2020 NATIONAL RATE 5.4 previous years. Further,
only babies born to White
women had an average
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BLACK/AFRICAN i
WHITE HISPANIC LAOTIAN/HMONG ;AI\INEI)?ZII\IS':TASKA AMERICAN rate lower than the national
NATIVE rate from 2018-2020.

Source: WISH (2018-2020), Infant Mortality Module, Wisconsin DHS.


https://www.dhs.wisconsin.gov/wish/lbw/index.htm
https://www.dhs.wisconsin.gov/wish/infant-mortality/index.htm

POVERTY AND OTHER FACTORS LIMIT ACCESS TO PRENATAL CARE

Percent of Mothers Who Received Access to Prenatal Care Correlates with
First-Trimester Prenatal Care Healthy Birthweight & Low Infant Mortality
81 Babies of women who have not received prenatal care are
68 3X more likely to be born at low birthweights and 5X
67 more likely to die than babies born to women who received
63 prenatal care.®
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Source: WISH (2020), Prenatal Care Module, Wisconsin DHS.

Prenatal Care Accessibility

. Poverty—along with medical racism, provider bias,
Birth Care Coverage by Race inconsistent healthcare coverage, and lack of prox-
For women who received first-trimester prenatal care imity and transportation to services—make access to
prenatal care more challenging.?
|
‘ ‘ “ under Medicaid/BadgerCare.? Many uninsured women
are not eligible for Medicaid before pregnancy. This
BLACK/AFRICAN HISPANIC LAOTIAN/HMONG may in part account for delayed access to care and
AMERICAN services after they are enrolled.’*"

In Wisconsin in 2020, 85.9% of women covered by
private insurance received first-trimester prenatal
care, compared to just 66.9% of women covered

TYPES OF COVERAGE . e .
Wealth inequities disproportionately affect women of

W Prvate color, potentially pushing them out of the market for
Il MEDICAID/BADGERCARE private health insurance.'? We recommend conducting
SELF-PAY further analysis to explore whether women in Wiscon-
W o sin who are eligible for Medicaid during pregnancy
AMERICAN WHITE experience delayed access to prenatal care compared
INDIAN/ALASKA [] wmissine to women eligible for private insurance.

NATIVE
Low counts (< 5 people) have been suppressed to protect confidentiality, which is why

some groups are missing percentages for certain payment methods.
Source: WISH (2020), Prenatal Care Module, DHS.

Breaking Down Underserved Groups

Pregnant women who were WOMEN LESS LIKELY TO

either disadvantaged or RECEIVE CARE INCLUDE:

outside of the normal ® Enrolled in Special

birthing age were less likely Have a high school/GED @ Supplemental

to receive prenatal care equivalent degree or less Nutrition Program for
Women, Infants, and

during the first trimester.” Children (WIC)*

Unmarried @

® |mmigrated to
the U.S. from
another country

Younger than24 @
years old or older
than 45 years old

*WIC offers nutrition screening, supplemental food, assistance with breastfeeding,
and referrals to doctors, dentists, and programs like FoodShare or BadgerCare.
Learn more about how WIC can help.



https://www.fns.usda.gov/wic/about-wic-how-wic-helps
https://www.dhs.wisconsin.gov/wish/prenatal-care/index.htm
https://www.dhs.wisconsin.gov/wish/prenatal-care/index.htm

AN EQUITABLE APPROACH FOR BETTER HEALTH OUTCOMES

Healthy Equity Strategies Examine &
Remove Structural Barriers to Health

A health equity framework posits that everyone has

a fair and just opportunity to be healthier. This means
removing structural barriers to health—such as poverty
and discrimination—which largely determine access to
fair-paying jobs, quality education and housing, safe
environments, and healthcare.

Systems that perpetuate racism, sexism, classism, and
colonization restrict access to basic resources that sup-
port the well-being of communities.

Social Factors—Access to quality education, incar-
ceration, immigration status, generational and acute/
chronic trauma

Physical Environment—Transportation, access to
stable housing,proximity to clinics or services, access to
safe water and sanitation, gentrification, and history of
redlining

Economic Factors—Opportunity for employment at a
living wage, access to affordable childcare, access to
affordable healthcare insurance or subsidized coverage

Systemic Factors—Medical racism and provider bias,
interrupted or inconsistent healthcare coverage, access
to dental care, access to culturally competent care

The Birth Equity Act proposed in the state of Wiscon-
sin and the Build Back Better Act proposed federally
are relevant examples of how a health equity frame-
work can be applied at the legislative level to improve
perinatal outcomes.

FIG A INCOME INEQUALITY FIG B INFANT MORTALITY RATE

Ratio of household income at the per 1,000 live births
80th percentile (higher) to the
20th percentile (lower)

RATIO RATE
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FIG A Source: U.S. Census Bureau American Community Survey (2016-2020), B19080:
Household Income Quintile Upper Limits.

FIG B No data is available for Florence County (shaded gray). Source: WISH (2016-2020),
Infant Mortality Module, Wisconsin DHS.

POLICIES & PROGRAMS

A health equity approach examines how social and institutional
power shape our policies and programs, and directly influence
health factors and health outcomes through chronic and toxic

stress activation.
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HEALTH OUTCOMES

How healthy a community is right now, measured
by equally examining how long and well we live.

50% 50%

QUALITY OF LIFE LENGTH OF LIFE

¢ How people feel while alive—physical, ¢ Tells us whether people in
mental, emotional & social health a community are dying

* Do people feel healthy & satisfied? prematurely & why

Source: UW-Population Health Institute County Health Rankings Model (2014)

Using a Health Equity Approach

Comparing county-level health outcomes and
social/economic factors shows which commu-
nities are impacted most by existing policy and
healthcare systems. A health equity framework
posits that we can use these indicators to inform
our community activism and the distribution of
needed resources.

For example, counties with greater income
inequality (see FIG A) are generally the same
counties with higher infant mortality rates (see
FIG B). It is important to note that counties on
which Indigenous reservations and tribal lands
are located—including Forest, Menominee,
Ashland, and Sawyer County—experience the
highest income inequality ratios and infant mor-
tality rates.

For further exploration of county-level correla-
tion of social and economic factors with health
outcomes, visit womenscouncil.wi.gov/Pages/

healthequity.aspx



https://www.wibirthequity.org/
https://www.whitehouse.gov/briefing-room/statements-releases/2021/10/28/president-biden-announces-the-build-back-better-framework/
https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/county-health-rankings-model
https://data.census.gov/cedsci/table?q=B19080&g=0400000US55%240500000
https://www.dhs.wisconsin.gov/wish/infant-mortality/index.htm
womenscouncil.wi.gov/Pages/healthequity.aspx
womenscouncil.wi.gov/Pages/healthequity.aspx

Learn More*

Robert Wood Johnson Foundation, Defining Health Equity

University of Wisconsin-Madison Population Health Institute, Health Equity Training Modules

Black Mamas Matter Alliance, Resources (National)
Foundation for Black Women'’s Wellness (Madison, WI)
Wisconsin Alliance for Women'’s Health (Madison, WI)

*This is not intended to be an exhaustive list.
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DISCLAIMER

Data contained in Women’s Council publications and other work products have
been produced and processed with data, methods and sources believed to be
reliable. This information has been gathered from a variety of sources. The State

of Wisconsin and the Women'’s Council provide this information on an “as is” basis.
All warranties of any kind, express or implied, including but not limited to fitness
for a particular purpose, freedom from contamination by computer viruses and
noninfringement of proprietary rights are disclaimed. Statistics and analyses pro-
vided represent a point in time and subject to change. It is not warranted that the
information contained in this report are in every respect accurate or complete.

For the sake of clarity and brevity, Women's Council uses the term “women”
throughout this factsheet. However, we recognize and include all birthing people,
especially traditionally marginalized groups such as gender nonconforming people,
nonbinary people, and transgender people.

Questions or concerns? Contact the Women'’s Council at womenscouncil@wisconsin.gov.
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